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s @VERMONT - AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING
Division of Licensing and Protection

103 South Main Street, Ladd Hall

Waterbury VT 05671-2306
http://www.dail.vermont.gov =~ ‘

Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612

Fax (802) 241-2358

Ms. Sonya Saltis, Administrator
Saltis Home

1141 Main Street

Castleton, VT 05735

Dear Ms. Saltis:

Enclosed is a copy of your acceptable plans of correction for the annual survey conducted on August
10, 2010. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If we find

August 25, 2010 ' |
that your facility has failed to achieve or maintain substantial compliance, remedies may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind anq Visually Impaired
Licensing and Protection Vocational Rehabilitation
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applicable residents (Resident #1) had a : ) ) .
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Findings include:
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1. Per record review on 8/10/2010, the current
MAR (Medication Administration Record) for \’\0\,@(/ c\&\ GS Lo ﬁd&

Resident #1 contained orders for "Risperidone N —X
0.5 mg (milligram) 2 tabs by mouth at bedtime for Q&—% on \Sr . \f\O\,\x{,

3-4 days before Risperdal injection”, "Loratadine ‘ O %
img: take 1 tablet by mouth every day as needed" bt}bw\ NQV\(AX

and "Opened HCFA cmc (micrograms): inhale 2
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Per interview at 10:55 AM, the Manager C . me7 /&,)J
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confirmed that none of these ordered
medications indicated a reason or conditions for
use.

R171] V. RESIDENT CARE AND HOME SERVICES R171 !

5.10 Medication Management

5.10.g Homes must establish procedures for
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the home;

(3) All PRN medications administered, including
the date, time, reason for giving the medication,
and the effect;

(4) A current list of who is administering
medications to residents, including staff to whom
a nurse has delegated administration; and

(5) For residents receiving psychoactive
medications, a record of monitoring for side
effects.

(8) Allincidents of medication errors.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the home
failed to develop / implement procedures to
monitor side effects of psychotropic medications
for 2 of 2 applicable residents (Resident #1 and
Resident #2) in the sample. Findings include:

1, Per record reviews on 8/10/2010, Resident #1
is administered the psychotropic Zyprexa 2.5 mg
(milligrams) PO (orally) at noon QD (daily),
Zyprexa 5 mg at HS (bedtime), Risperdal Consta
50 mg injectable IM (intramuscularly) every 2
weeks. No documentation was available that
indicated routine monitoring for the side effects of
these medications, including the potentially
irreversible TD (Tardive Dyskinesia) side effect
linked to these medications. During interview at
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these medications. \DO\‘*X S;‘ g Q(
e\ Al |
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5.11 Staff Services

5.11.b The home must ensure that staff
demonstrate competency in the skills and
techniques they are expected to perform before
providing any direct care to residents. There
shall be at least twelve (12) hours of training each
year for each staff person providing direct care to
residents. The training must include, but is not -
limited to, the following:

(1) Resident rights;

(2) Fire safety and emergency evacuation,;

(3) Resident emergency response procedures,
such as the Heimlich maneuver, accidents, police
or ambulance contact and first aid;

(4) Policies and procedures regarding mandatory
reports of abuse, neglect and exploitation;

1 (6) Respectful and effective interaction with

residents;

(6) Infection control measures, including but not
limited to, handwashing, handling of linens,
maintaining clean environments, blood borne
pathogens and universal precautions; and
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Continued From page 3

(7) General supervision and care of residents.

This REQUIREMENT is not met as evidenced

I by:

Based on record review and interview, the home
did not ensure that 2 of 2 staff reviewed had
completed 12 hours of annual training. Findings
include:

Per record review on 8/10/2010, 2 staff persons
providing direct care had no evidence of
attendance for any educational training. During
interview at 10:55 AM, the Manager confirmed
that no education had been completed for these 2
staff members.

V. RESIDENT CARE AND HOME SERVICES

5.12.b. (3)

For residents requiring nursing care, including
nursing overview or medication management, the
record shall also contain: initial assessment;
annual reassessment; significant change
assessment; physician's admission statement
and current orders; staff progress notes including
changes in the resident's condition and action
taken; and reports of physician visits, signed
telephone orders and treatment documentation;
and resident plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the home
failed to assure that resident records contained
staff progress notes and an updated plan of care
regarding a change in condition for 1 of 2
applicable residents (Resident #1). Findings
include: -
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9.6 Plumbing

9.6.d Hot water temperatures shall not exceed
120 degrees Fahrenheit in resident areas.

This REQUIREMENT is not met as evidenced
by:

Based on observation, the home failed to assure
that water temperatures do not exceed 120

| degrees Fahrenheit (DF). Findings include:

1. Per observation during initial tour on 8/10/2010
at 9:00 AM, with the Manager, water
temperatures in one 1st floor bathroom and one
2nd floor bathroom were 123.1 and 126.1
respectively. The Manager confirmed that the
temperatures exceeded 120 DF and that a
regular system of monitoring water temperatures
had not been completed.
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